Complaint: Weakness of the legs and incontinence of urine. Family history unimportant. Previous health good, save for venereal disease twenty years ago.
As the weakness progressed he noticed that at night-time the left leg ' started up " of its own accord. Shortly after this the leg felt numb. Two months ago the right leg began to get weak, and at the same time he noticed that he had difficulty in retaining his urine. Since then the weakness has increased, both legs have become numb, and the sphincter trouble more severe. The patient can walk alone with the aid of a stick.
Present state: The cranial nerves are normal, except th6t both pupils have an impaired reaction to light. The patient has nothing wrong above the level of the eleventh .dorsal segment, but from this level downwards he-has a spastic paraplegia affecting the left leg more than the right. Reflexes: The deep reflexes of both lower limbs are increased, with clonus on the left side. Both plantar reflexes are extensor in type, and the superficial abdominal reflexes are absent below the level of the tenth dorsal segment. The sphincter trouble is incontinence of urine and constipation. The patient feels his water passing. Sensory: There is a relative diminution to all forms of cutaneous sensibility below the level of the tenth dorsal segment on the left side, and below the level of the eleventh dorsal segment on the right. Deep sensibility is not impaired, and the sense of position very slight, if at all. Within the last few days the patient has noticed a tight feeling round the lower abdomen. Spine normal, no tenderness on pressure.
DISCUSSION.
Dr. GRAINGER STEWART said he purposely did not call these cases meningomyelitis, as he thought the signs and symptoms referable to the cord could be explained simply by pressure on the cord from constriction by a localized meningeal thickening. In many similar cases which he had seen operated upon the appearances of the cord and membrane were somewhat disappointing. In a certain number of cases there was a well-recognized gummatous thickening of the membranes, in others the pia arachnoid was somewhat thickened and opaque-looking, but not more than in cases in which syphilis was excluded. In others there was adherence between the pia, the arachnoid, and the dura, with damming up of cerebrospinal fluid, which was released by opening the dura and breaking down adhesions. Whether these cases should be called syphilitic meningitis with compression of the cord, or meningo-myelitis, was a point to be decided by the clinical history and by the state of the patient. In a certain number of cases there were cord symptoms resulting from a condition affecting the membranes alone, the symptoms passing off immediately after the meningeal pressure was relieved. As an example of that he could recall a case on which Sir Victor Horsley operated, that of a woman who, for four months, had had pain, first in the region of the second dorsal posterior root, and, later, extending to involve the posterior roots on the left side, from the eighth to the fourth dorsal inclusive. First, she had pain, and then loss of sensation in those root areas. When he (Dr. Stewart) saw her she had definite signs of pressure on the left side of the cord, the abdominal and epigastric reflexes were absent on the left side, and on several occasions there was an extensor response on the left side. She also had slight sensory loss over all parts below the level of the second dorsal segment. That was compatible with pressure on the cord, as immediately after the operation she recovered completely from all the cord symptoms, which seemed to show that there was no myelitic condition inside the cord. If the pressure-was prolonged he tbought that changes were set up inside the cord, either by strangulation or by local interference with the blood supply, resulting locally in a chronic sclerosis or thrombotic softening, subacute in onset. In his opinion, some of the cases thought to belong to the group which Erb described as due to primary degeneration of the cord were in reality cases of syphilitic meningitis with pressure on the cord. The results of operation had been so wonderful in some cases that more attention ought to be devoted to the subject. The second case was that of a man who had syphilis when very young, and who had not been thoroughly treated. Five years ago he began to have progressive weakniess of both legs, first of the right. He now had spastic paraplegia and some slight motor weakness. He presented the typical reflex changes of spastic paraplegia and diminution of all forms of sensation up to the level of the fourth dorsal segment. Both pupils were "pin-point" and inactive to light. He thought the patient had a meningeal condition which had caused compression of the cord and led to changes inside the on(r'l TTc a LiInn ar-Tiof fbof r%"rnA;';n" v-7-vr1A
Dr. F. E. BATTEN asked how Dr. Stewart proposed to distinguish between cases which he called meningeal and those which'Lhe called myelitis, especially when they occurred in the mid-dorsal region; he could understand the distinction when they occurred in the upper dorsal and cervical. But the importance of distinguishing between them was great, because Dr. Stewart said operation would benefit one class of case but not the other. He (Dr. Batten) had had three such cases under his care, and all with symptoms pointing to a gradually increasing paraplegia occurring below the mid-dorsal region of the cord. In all of them operation was performed. In one some fine adhesions were found about the cord, and the man made a good recovery, regaining power, sensation, and control over his bladder. In the second case there were no adhesions, the cord looked thin and wasted, there was much fluid escaping, and there was no improvement. In the third case the symptoms had been gradually coming on, and no improvement followed operation. So it was difficult to know how to distinguish between the cases in which there-was thickening of the membranes, and those in which there was myelitis; certainly they were not of the sudden onset which Dr. Stewart suggested often occurred in myelitis cases.
Dr. HINDS HOWELL said that recently he had made an autopsy on a similar case. There was paraplegia due to a lesion in the dorsal region, and operation was performed. On opening the dura there was a gush of fluid, and pachymeningitis was described as present; nothing further was done at the operation, beyond breaking down the adhesions between the dura and the leptomeninges. The patient died of bronchitis. At the post-mortem he found comparatively little thickening of the meninges, but there had been some adhesions between the dura and pia arachnoid which had dammed up the cerebrospinal fluid, and as a result there had been compression of the cord. The microscope showed that the meningeal thickening was not a gummatous infiltration, but the result of other inflammation. The spinal cord showed no degeneration by the Weigert-Pal method and very little with Marchi's fluid, and the local condition of the cells was fairly good. That would probably have been a successful case if the patient had not died from an accidental complication. It was easily understood why certain of the cases did not do well, although there might be no accompanying myelitic condition of the cord. If the pressure had lasted a considerable time, and had been sufficient to cause degeneration in the spinal cord of a permanent type, one could not expect to get very marked improvement as the result of operation.
Dr. GRAINGER STEWART, in reply, agreed with Dr. Batten that it was very difficult to know when there was myelitis or meningitis ; but he suggested that in the meningeal cases there was a gradual onset, usually unilateral, one leg being affected first, without sphincter trouble. The other leg became affected later; and commonly the sphincter trouble came on when both legs were affected. There was, at the level of the lesion, a greater degree of sensory impairment than lower down, and that might be taken as evidence of pressure on the posterior roots, as the local sensory changes were more peripheral in type. In myelitis the case was usually bilateral, and the onset was more rapid and there was no evidence of a local meningeal condition, extending to perhaps two or three segments of the cord. As a rule, in pure syphilitic myelitis there was immediate benefit from antisyphilitic treatment, but that was not so in meningitis. The reason operation was recommended was that in regard to the nervous system one could not afford to neglect the fact that in such cases it was not the syphilis which was being dealt with, but an attempt was being made to prevent damage to the nervous system proper. He held that in those cases the damage to the cord was not primarily syphilitic, but was secondary to the pressure exerted on the cord, and every effort should therefore be made to relieve that pressure. Moreover, after operation antisyphilitic treatment was often more efficacious. He could not say why that was, but it had been observed by many.
Two Cases of Chronic Syphilitic Poliomyelitis.
By WILFRED HARRIS, M.D. CASE I. C. W., AGED 40, married woman, in July, 1907, noticed pain for a short time in the left upper arm, followed soon by weakness in raising the arm and in bending the elbow and in extending the fingers of the left hand. Twelve months later pain followed in the right arm, and soon weakness of the right arm similar in character to the left. Eight months ago the condition was very similar to that now present, but she could just hold up the right arm above the head, and there was then wellmarked reaction of degeneration in the wasted muscles of the left arm.
Present state: Complete and symmetrical paralysis of the muscles supplied by the fifth and seventh cervical segments, viz., both deltoids, spinati, biceps, brachialis anticus, supinators, pronator radii teres, radial extensors of the wrist, and the extensors of the fingers and thumbs. She has no pains whatever now, and the sensation to all forms is normal. No headache or diplopia. No sphincter trouble. The lower limbs and the gait are quite unaffected. The knee-jerks and Achillesjerks and the forearm-jerks are all absent. Jaw-jerk present. The pupils are sluggish in reaction to light, especially the left. Lumbar puncture shows moderate lymphocytosis only. Married seventeen years; one healthy child, aged 16. No miscarriages. Wassermann reaction positive.
